Introduction
In her influential text, The Body in Pain, Elaine Scarry made a stark division between physical and psychological pain, suggesting that while the latter has permeated almost every form of literature, the former receives little attention.
1 Yet, as this essay will argue, such a clear distinction between bodily and mental suffering cannot be made for all historical periods. The study of self-mutilation in later nineteenth-century psychiatry provides a fitting focus for examining the complexity of notions of body and mind in relation to ideas of pain. Today, it is widely accepted that self-inflicted injuries hold psychological or emotional meaning, attached to the pain or ritual of inflicting a wound and the physical injury itself. 2 Such has not always been the case. Indeed, for much of the nineteenth century discussion of self-mutilation tended to focus on the physical nature of wounds, rather than on the process of inflicting them, which, it was at first assumed, occurred simply from the inability of the individual to feel physical pain. In the later nineteenth century, however, some alienists (asylum psychiatrists) began to show an interest in examining the 'motives' behind self-inflicted injury and published increasingly on the topic. The reasons recorded certainly included the idea that self-mutilation might relieve rather than inflict pain, as Scarry suggests; nonetheless, the somatic language often employed in nineteenth-century descriptions of mental illness tended to mean this relief was expressed in physical rather than psychological terms.
3
This essay provides an analysis of the overlapping ways in which self-inflicted injury was understood in relation to pain (or, more often, its absence) during the second half of the nineteenth century. Today, it is often assumed that self-mutilation in past centuries was closely associated with suicide: thus, I begin by exploring the complex way in which the topic of self-mutilation was associated with -and, more importantly, differentiated from -medical, legal, and cultural understandings of suicide. I will argue that, while interest in self-mutilation can be viewed as related to the much lengthier debate over the relation of suicide to insanity, self-mutilation was nonetheless constituted as a separate topic in this period. Self-inflicted injury was considered to reveal certain specific things about the individual (and his or her mental state) that were not necessarily evident in suicidal acts. First, I explore the somatic context suggested by German psychiatrist Wilhelm Griesinger and picked up to some degree in British asylum psychiatry. In this approach, self-mutilation was regarded as physiological evidence of insanity through revelation of the seemingly objective symptom of absence of pain sensation. However, I
will argue that it is a mistake to read late nineteenth-century British texts solely from this preserve. Physiological and psychological meaning is often hard to untangle in the published texts of asylum psychiatrists, and still more so in asylum records. Their interest in motive cannot thus be regarded as either a simple forerunner of psychological approaches to mind or a purely somatic understanding of brain mechanism. Rather, as I show in a comparison of British psychiatric approaches, asylum physicians preferred a socio-environmental approach to the symptoms of mental illness. Finally, I look at two seemingly psychological approaches to self-mutilation -those of Richard von KrafftEbing and William James -both referenced by British physicians writing on the topic.
Despite the alleged psychological context, ideas of sensation continued to permeate such research at the turn of the twentieth century. I conclude that a study of self-mutilation -a topic associated in various ways with pain and suffering -indicates that we cannot view later nineteenth-century psychiatric ideas in terms of the modern separation between physical and psychological pain.
My research focuses on the published texts of British alienists (and European and
American texts cited by them), within the period 1860 to 1900, when the bulk of writing on self-mutilation outside a military context appeared. In addition, I explore the asylum practices of those writing on the topic, including George Savage, Theo Hyslop, and Daniel Hack Tuke (all variously associated with the Bethlem Royal Hospital), and James Adam (superintendent of the Crichton Royal Institution in Dumfries and, later, West Malling Place Asylum). The views of these elite practitioners should not be taken as reflecting the opinions of all alienists of this period. Their involvement in teaching and research (in most instances) may have contributed to their interest in a field of investigation that was not necessarily the focus of all -or even many -of their contemporaries, while their experiences with wealthy or educated patients may also have shaped the field of discussion. 4 Nonetheless, their ideas certainly emerged from their asylum practice, and many of these alienists were also highly regarded spokesmen for the asylum system. Their efforts to define and explain the topic of 'self-mutilation' can, therefore, shed much light on general asylum approaches of the period. These, I will argue, were not solely based around concerns with heredity and a tendency to view mental disorder in somatic terms, but also incorporated social and even psychological influences.
Throughout the essay, I will use the terms 'self-injury' and 'self-mutilation' interchangeably to refer to all types of self-inflicted injury -including, but not limited to, amputation, enucleation (plucking out the eye), castration, hair-plucking, and the creation of cuts, bruises, and other skin lesions. Such reflects the nineteenth-century usage of both terms, which were very broadly defined by alienists and those around them.
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II
Self-Mutilation and Suicide
More recent texts within psychology, psychiatry, and, at times, the history of medicine, tend to assume a close relationship between self-inflicted injury and suicide. This might reflect the emphasis placed by contemporary clinicians on Karl Menninger's landmark study, Man Against Himself (1938). The psychoanalytically oriented Menninger regarded self-mutilation as an unconscious mechanism for avoiding suicide in the individual, by the concentration of a 'suicidal impulse' on one part of the body as a substitute for the whole.
Self-inflicted injuries -including 'self-mutilation, malingering, compulsive polysurgery', and 'certain unconsciously purposive accidents' -were thus incorporated by Menninger under the banner of 'focal suicide'. 6 Modern texts (including the only book-length work on self-mutilation, psychiatrist Armando Favazza's Bodies Under Siege) often cite
Menninger as the first doctor to regard self-mutilation as a topic worthy of discussion, assuming that earlier physicians made no distinction between self-mutilation and suicidal acts. 7 Thus, while suicide has received much attention in medical history, other forms of self-inflicted injury have not. For some, self-mutilation appears to be a clear-cut category, an attitude that has also prevailed in discussion of attempted suicide. 8 Similarly, histories of suicide either bypass self-mutilation altogether or fail to acknowledge any distinction -lay or medical -between suicide and other forms of self-inflicted injury prior to the twentieth century, conveying the erroneous impression that none was made. For example, while claiming to discuss the 'History of Suicide and Self Harm', a chapter of German
Berrios's work on mental symptoms focuses solely on published literature on suicide. The few critical histories of self-mutilation -investigating the way in which ideas of self-harm have been formulated -focus on twentieth-century ideas. 10 Yet late nineteenth-century alienists certainly did draw a distinction between selfmutilation and suicidal acts. Indeed, as early as 1844, standardized admission papers to the Bethlem Royal Hospital enquired whether a patient was 'disposed to suicide, or otherwise to self-injury', suggesting separate, albeit related, symptoms of mental disorder. 11 From the late 1860s, the term 'self-mutilation' increasingly began to appear in published psychiatric papers and asylum case-books, as well as in newspaper articles declaring certain acts to be 'self-mutilation from insanity'. 12 Alienists in the later nineteenth century frequently referred to the importance of distinguishing self-mutilation from suicide, although they rarely cited the reason for such distinctions. 13 Sometimes, this emphasis may have been to protect the reputation of the asylum, for the public and Lunacy
Commissioners alike regarded suicides in asylums as tantamount to neglect (Shepherd and Wright, pp. 175-96). In the Ipswich Asylum Annual Report for 1871, for example, the medical superintendent discussed a case in which a patient died several weeks after having torn out his eye, stating that 'the only remark I should wish to make upon this case is that I never considered it one of suicide, but simply one of self-mutilation'. 14 Self-mutilation, although essentially related to suicide, might be presented quite differently: more akin to accidental injury than intentional act. Thus, in the same report from Ipswich, a list of 'accidents' included 'one patient [who] bit off the first joint of her little finger whilst in a state of epileptic delirium' (p. 274). Self-mutilation, like the term 'self-homicide', did not necessarily imply intent. 15 Such a distinction between self-mutilation and suicide also served to protect the patient (and his or her family) from the legal and religious consequences of suicide and, indeed, attempted suicide, which had been newly criminalized mid-century (Anderson, p. 263).
III
Physiology and the Somatic Model of Self-Mutilation
However, for some commentators suicide was depicted as less unpleasant and more likely to be rational than self-mutilation. Although suicide went against the supposed 'natural instinct' of self-preservation, it had long been philosophically linked with rational behaviour, a connection which was increasingly emphasized with the revival of Stoicism tenets of Utilitarianism, including the 'greatest happiness principle'). 17 Bain's emphasis on pain and pleasure as the 'two great primary manifestations of our nature' included allusions to physical experience and mental function, using the terms to apply also to misery and happiness (Bain, . He has thus been well-recognized as playing an important part in the proliferation of parallels between physiological and psychological models of mental action. 18 This philosophical approach to pain, in which 'a pain that did not prompt some alleviating action would be no pain', encouraged psychiatrists to It is found that persons will occasionally castrate themselves, amputate their arms and legs by means of a passing railway train, cut, tear, and burn their bodies, and perform other impulsive acts of torture. Amongst the insane many marked cases are observed. 22 If 'many' (rather than all) such acts were symptoms of insanity, this could suggest that some might not be. This issue increasingly became a topic of discussion in the last decades of the century as self-inflicted injury became commonly associated with so-called 'nervous disorders', in particular the 'cutaneous anaesthesia' commonly regarded as a major symptom of hysteria. Nonetheless, in case-studies of self-mutilation published in the Journal of Mental Science from the 1870s, the topic of sensation (and its absence) was often a major focus, used to emphasize the manner in which self-mutilation contravened natural laws. Despite the claimed objectivity of such an approach to self-inflicted injury, classification relied on doctors' reports that patients themselves confirmed that they had, indeed, felt no pain. Griesinger's example is complicated by his inclusion of the other motives cited by his patient, despite having claimed such concerns to be irrelevant within his scheme. As Michael J. Clark has since recognized, new physiological approaches to mental disorder in this period frequently remained complicated by metaphysical or psychological concerns. 24 When looking at nineteenth-century depictions of selfmutilation, therefore, we cannot attempt to make any clear divide between physiological and psychological interpretations of behaviour. Indeed, in Britain at least, the majority of those alienists who discussed self-mutilation in the later nineteenth century rejected rigidly somatic interpretations of illness. Savage, for example, was an outspoken critic of Henry
Maudsley's 'tyranny of organization': the claim that mental illness was biologically inherited, and thus the inevitable fate of those born of 'nervous' stock. 25 Theo Hyslop, meanwhile, emphatically rejected so-called 'medical materialism': the assumption that mental illness could be explained and understood through brain biology alone. 26 The difficulties in making distinctions between the mental and physical are brought into clear relief by a closer examination of the case-books kept by these practitioners, which also indicate the complex way in which the interpretation of self-mutilation relied on interaction between doctors and patients. The examination of asylum practice alongside published texts can thus offer us greater insight into psychiatric ideas of the period: theory and practice were not necessarily one and the same. Bethlem after attempting to cut off her hand with a carving knife (after which it had been amputated), her husband reported that she 'said she had no pain'. While in hospital, Isabella further managed to tear out one eye -something she had long threatened -and the medical officers again reported that 'there has been little or no pain', while the patient 'says she is very happy now & does not intend to do any further injury'. 30 However, plenty of other patients did not fit this neat model based around sensation. In the Bethlem
Hospital case notes, two other explanations put forward frequently by patients also focused on pain in very different ways: by interpreting self-injury as punishment, or as a form of treatment for pain they were currently experiencing.
While Isabella Morant indicated that her actions (both amputation and enucleation)
had been required by a higher power, other patients suggested their injuries were 31 This notion of self-mutilation as a form of 'endurance' was sometimes suggested to be a motive behind self-inflicted injuries in sanity as well. Other patients claimed that their injuries, while not painful in themselves, provided 'relief' from other pains they had to bear: such suggestions were almost always couched in physical, rather than mental, terms. An interesting example is self-cutting, which, unlike today, was rarely specified as a distinct form of self-mutilation, possibly due to an alternative framework of interpretation located within medical treatment: phlebotomy, or bloodletting. The complicated dialogue here between self-injury and self-treatment is apparent.
Although a practice discarded by many physicians by the mid-nineteenth century, bloodletting was still widely available as a treatment for any type of illness, making it hard to define Taylor's actions as self-mutilating. 33 Thus, although her sudden unexpected need for bloodletting was regarded as unusual, it was presented as little different from a compulsion to bathe; it was the perceived lack of reason and the 'supernatural voices' heard, rather than the behaviour itself, which was seen to evidence mental illness. Some twenty years later, George Joblin also reported injuring himself to 'relieve the pressure in his head'; while as late as 1900, 56-year-old Alexander McCullock declared 'that he had bled himself with a razor, because medical men were not now allowed to bleed and this relieved his head'. 34 This alternative physiological understanding of self-mutilation did not require any specific information as to whether the injuries themselves were in any way painful: even if they were, this could simply be dismissed as a side-effect of treatment. would bleed'. 36 The analogy between the biological language of nerves and circulation and the moral language of emotional propriety is apparent in both cases: 'no feeling' might refer to physical sensation or emotional state. Charles Hipwood continued to make a link between nervous and moral breakdown in his letters to Bethlem following discharge, clearly reflecting the contemporary conflation between physical and emotional sensation. Such ideas remain bound up in the approaches outlined below, which, while ostensibly psychological in tone, were nonetheless rooted in the foregoing physiological debate.
IV Between Somatic Reasoning and Psychological Meaning
When James Adam wrote of 'sexual self-mutilation', he referred his readers to the Acknowledging the influence of Griesinger, Krafft-Ebing readily accepted the idea that self-inflicted injury resulted primarily from the failure of asylum patients to feel physical pain. However, a generation younger, Krafft-Ebing's writings were influenced by shifting ideas in Western European thought: most obviously, a commitment to altruism, emotion, and social feeling as the primary factors in the development of civilization. These concerns increased the use of parallels between physical and emotional sensation, while emphasizing the importance of sensation in the maintenance of social order. 37 It is for his work on sexual pathology that Krafft-Ebing is best remembered today, and there has been much historical interest in his writings on homosexuality in particular. 38 Less attention, however, has been paid to the way in which early editions of his magnum opus, Psychopathia Sexualis, created categories of pathology based on sensation. Such included both sexual hyperaesthesia (excessive sexual feeling) and anaesthesia (absence of feeling).
The latter appeared particularly threatening to late nineteenth-century civilization, for
Krafft-Ebing justified his research by building on the suggestions of British alienists (specifically Henry Maudsley) that sexual feeling formed the basis for social advancement, claiming that sexual life is no doubt the one mighty factor in the individual and social relations of man that discloses his powers of activity, of acquiring property, of establishing a home, and of awakening altruistic sentiments toward a person of the opposite sex, toward his own issue, as well as toward the whole human race. Darwin, Spencer, and well-known evolutionary anthropologists had all viewed the development of 'sympathy' or 'altruistic sentiments' as the highest achievement of mankind. 40 Maudsley and other alienists claimed that such sentiments were developed in puberty, thus assuming that the acquisition of moral feeling was closely associated with physical (sexual) development. 41 So, how did Krafft-Ebing incorporate self-inflicted injury into this model?
Although the categories of 'sadism' and 'masochism' were added to the 1890 edition of Psychopathia Sexualis (and thus available to Adam in writing his 1892 definition of 'selfmutilation'), none of the case-studies referring to self-mutilation appear under these headings. 42 Instead, the most complete case of 'sexual self-mutilation' is incorporated into 'sexual anaesthesia'. One of Krafft-Ebing's earliest published cases concerned E., a thirtyyear-old journeyman painter. 43 Krafft-Ebing was called as a medical witness after E. was arrested, while trying to cut off the scrotum of a boy he had caught in the woods. He reported that he wished to cut it off so that the world would not multiply. Often in his youth, for the same reason, he had cut into his own genitals. (p. 67)
Voicing the Malthusian idea that population growth would inevitably outstrip natural resources, E.'s concerns acted out the fears of many others, for he felt that 'it was better to castrate all children than to allow others to come into the world, and whose only fate would be to endure poverty and misery'. On Krafft-Ebing's testimony, E. was judged insane, and sent to an asylum rather than prison. This judgment meant that E.'s concerns about procreation and the poverty of his own childhood could also be dismissed as irrational. Instead, Krafft-Ebing's emphasis lay in an association between E.'s violent acts (both to himself and others), his lack of desire for 'normal' sexual intercourse, and his personality. Given the writer's strong belief in the altruistic potential of sexual activity, it is hardly surprising that he found E. 'selfish and weak-minded', 'moody, defiant, irritable' and a lover of solitude. Conclusively, Krafft-Ebing declared that 'social feelings were absolutely foreign to him' (Krafft-Ebing (1999), p. 68). Interestingly, E. did, in fact, feel physical pain: Krafft-Ebing noted that the patient's attempts at 'self-emasculation' had not been carried out because of pain. Nonetheless, this brief note was not allowed to detract from an overall correlation between the absence of physical (sexual) feeling and a lack of emotional and social feeling. Reports in British journals made similar analogies in cases of self-mutilation. When a young farmer, Isaac Brooks, was reported as having twice attempted to castrate himself in 1882, medical journals saw Brooks's 'eccentric, solitary, and reserved habits' as having led directly to self-injury: his lack of social (and thus, it was assumed, physical) feeling was viewed as having precipitated the act. 44 This correlation between physical and emotional anaesthesia was also frequently made in the diagnosis of hysteria in the same period. Cutaneous anaesthesia was regarded as a common symptom of nervous illness, and doctors in hospitals for nervous diseases She had been considered to be suffering from hysteria for five years prior to her admission to Bethlem with a diagnosis of mania, during which time she was seen by 'over 20 doctors' for an apparent skin disease, until 'last June [she] was taken to Mr Treves who said the sores were self-inflicted and they ceased to appear soon after this'. Edith was admitted to Bethlem for the most part, it seems, due to her renewed engagement in acts of self-mutilation. Nonetheless, her case certainly did not seem to prove the oft-posited link between self-inflicted injury and anaesthesia: the 'hysterical symptoms' to which she had been subject for eleven years -'inability to walk, to see, to speak & faints' -did not include a loss of sensitivity to pain. Indeed, Edith gave clinical assistant Dr Rivers a detailed account of her injuries, which, she reportedly said, 'were done by scraping with a pair of scissors, and rubbing in ammonia afterwards.
[…] The process was accompanied with considerable pain but that she felt an uncontrollable impulse to do it.' Subsequent to admission, however, Edith's sensibility was examined using a pin and it was claimed that much 'anaesthesia and hemianalgesia' was found: the patient's subjective claim that she felt pain could now be doubted -and even discarded. 45 Rivers' detailed account of Edith's case is just one among many examples which indicate that the main interest for many doctors lay in the history of the injury itself (when, where, and how it was created) and the details of treatment leading to the discovery of self-infliction. 46 Indeed, while the above quotation appears to indicate some interest in she had no intention of deceiving anybody and never realised for one moment she was doing anything she ought not to do and thought the remedies prescribed for her would cure her. When shewn the folly of this she said she 'did not put two and two together.' She recognises that it is a disgraceful thing to have such injuries but thinks she has done nothing wrong because she could not help it. 47 The implication here is that, although Edith might have been certified insane (and thus irrational), she could, nonetheless, control her behaviour. Indeed, further notes regularly complained about the patient's troublesome behaviour in the asylum, where she consistently bit, scratched, and attempted to set fire to herself, and she was discharged uncured after less than eight months (the rules of Bethlem usually allowed patients at least a year of treatment). Although the attitude was perhaps kinder than that of Edith's mother who 'for 3 years […] has suspected that […] [Edith] made the sores on her legs worse & has not been sympathetic in any way', the understanding of Edith's self-mutilation was located within the widespread medical and popular view of the hysterical patient as manipulative and attention-seeking. 48 The connection between self-inflicted injury, absence of pain, and 'selfish' behaviour was drawn most explicitly in William James's well-known paper on emotion. 49 James's theory of emotions, published in Mind in 1884 and incorporated into his wellknown textbook, Principles of Psychology (1890), has influenced much twentieth-century work on the topic. 50 In what is often regarded as an unusually materialistic stance, James suggested that, rather than accompanying emotional ideas, physiological change in the body preceded -and even caused -emotional feeling. Despite much disagreement at the time, and the existence of a number of opposing theories, James's view has dominated much twentieth-century Anglo-American thought on emotions and affect, in particular Robert Plutchik's well-known 'basic theory of emotions', which suggested an evolutionary 'fight or flight' component to human feeling. 51 Drawing a parallel between normal and abnormal psychology, James suggested that his theory might be supported by observing the behaviour of individuals who experienced no physical sensation. Indeed, it would prove a 'strong presumption' in favour of his hypothesis if a 'case of complete internal and external corporeal anaesthesia, without motor alteration or alteration of intelligence except emotional apathy' were found. The obvious starting point here, for James, was the asylum, and he referred to several articles by contemporary German alienists as a hesitant test of his theory, before calling for 'asylum-physicians and nervous 
V Conclusion
It does not appear that James's suggestions for further study were taken up to any extent, at least in British asylums. Nonetheless, they formed part of a system of medical (and lay) understanding which claimed a close relation between physical and psychological feeling:
with insanity often characterized as showing an absence of both. This, as I have argued, was one of the important areas in which self-mutilation was distinguished from suicide, although the two topics certainly remained related. Self-inflicted injury was initially suggested by Griesinger and other physiological psychiatrists to be an objective symptom of insanity due to its assumed relation to absence of pain (a model of feeling not necessarily posited in cases perceived to be suicidal, which were more often understood in relation to a rational model of suicide as an escape from pain). Nonetheless, such ideas were complicated within British asylum practice by the emphasis on self-mutilation as a response to both an absence and an excess of pain. As the use of asylum case-books in conjunction with published texts has indicated, the reporting of cases of self-mutilation cannot be seen simply as a description of the realities of asylum life. Instead, reports of self-mutilation were constructed by patients and doctors in a multi-layered process, drawing on the prior experiences reported by the patient, medical views of the role of sensation and its absence in mental disorder, and the cultural significance of emotional and moral feeling. This socio-environmental approach to self-mutilation is apparent in the approaches of physicians towards other symptoms of mental illness, such as the 'sexual anaesthesia' of Richard von Krafft-Ebing. It did not, moreover, preclude censure of the patient -as in the case of Edith Blyth -suggesting that absence of feeling was deemed to be located in the individual's biology or character, as well as in their socioenvironmental context. Nonetheless, the two approaches were mutually constitutive: 105-07. 4 All of the British asylum physicians who wrote on self-mutilation treated wealthy or middle-class patients (Bethlem, although previously having accepted 'pauper' patients, catered solely for the 'educated classes' by this period). The class implications implicit within many definitions of self-mutilation (including an alternative interpretation of self-inflicted injuries in the working classes as 'malingering') is beyond the scope of this discussion, but will be dealt with in the thesis from which this essay originates. 
